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Few qualitative studies have focused on the experiences of patients post angioplasty. A deep 
understanding of patient experiences of care and the way a treatment can affect their everyday 
life is particularly important in chronic disease management. The aim of this study is to explore 
experiences that patients undergo after angioplasty. Using a phenomenological study design, 15 
patients participated in an individual face-to-face semi-structured interview. Data were analysed 
using qualitative content analysis. The following core themes emerged from the analysis, which 
reflect the experiences of patients post angioplasty: a) angioplasty: a milestone in the patient’s 
life; b) living with a mended heart; and c) psychological distress as an integral part of the 
patient’s life. Participants after angioplasty went through both positive and negative changes in 
their life. Understanding of these experiences are essential to modify the high risk behaviours 
while also support the patients through their rehabilitation.  





Similar to international trends, cardiovascular diseases (CVD) remain the main cause of 
mortality and morbidity  in Iran, accounting for about 50% of the annual deaths.1 Coronary 
angioplasty, particularly with stent implementation, is increasingly preferable for the treatment 
of coronary heart disease (CHD), which is the major manifestation of CVD.2 Angioplasty has 
proved to be an effective technique for treatment of coronary arterial stenosis, resulting in 
significant relief in angina symptoms. Compared to open surgery, angioplasty is a relatively safe 
and cost effective treatment alternative.3 Some 1260 coronary interventions are carried out every 
day in Iran,4 and the success of angioplasty has been reported 95%, comparable to the 
internationals statistics.5 Despite a common belief, coronary angioplasty cannot halt the 
progression of CHD, and  30 to 40% of  patients experience a recurrent cardiac event or the need 
for a repeat angioplasty during the first two years after the procedure.6,7 Yet, a substantial 
number  of the relapses can be avoided or reduced by the use of risk modification strategies 
which aim to reduce major CHD risk factors.8 Most patients also need to take antiplatelet drugs 
for about one year after angioplasty.9  
Overall, patients’ experiences after angioplasty and how these factors impact their overall 
wellbeing and functioning have not been widely studied. The available evidence suggest that the 
diagnosis of CHD, disease symptoms, and the need for invasive treatment approaches, such as 
angioplasty provoke a range of adverse emotional responses in cardiac patients, including denial, 
uncertainty, stress, frustration, fear, anxiety, and depression.10,11 Patients commonly experience 
distress and fear of dying during the initial phase of their disease and medical interventions, 
increasing the risk of subsequent psychological disorders.11,12 The results of a longitudinal study 
showed that anxiety before angioplasty predicted patients’ experience of anxiety after 
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angioplasty.11 Another study reported increase in symptoms of depression 6-8 months after 
angioplasty compared with immediately after angioplasty.13 On the other hand, some patients 
who experience the immediate resolution of the symptoms tend to underestimate the severity of 
their disease, which may hinder their active in risk reducing behaviours. Astin et al. (2006) 
studied patients’ illness representations before and after angioplasty and noted a transition from 
an acute to a chronic type of disease representation, 6-8 months after angioplasty. The patients 
perceived they had less personal control over their illness, and that their disease had less severe 
consequences.14 While these changes help patients to cope with their illness, it is also important 
that the patients remain motivated and continue to engage in risk reduction activities.15  
Patients’ experiences during recovery can affect their overall wellbeing and engagement 
in rehabilitation programs. Supporting patients during the plateaus of their illness and helping 
them to understand their risk and become actively involved in  risk reduction programs help 
behaviour change to reduce future cardiac events.16,17 Patients who undergo angioplasty need  
more specific information about the level of damage, the risk of subsequent recurrence, 
medications after discharge, and appropriate levels of physical activity and diet.18 Yet, risk factor 
modification is a complex and multi-faceted phenomenon in that the patients’ beliefs and values, 
previous experiences, perception of personal  risk as well as socio-cultural factors influence the 
patient’s decision to adhere to recommended treatment regimens and takes actions to reduce their 
future risk.19,20 Understanding these factors can help clinicians in better management of CHD 
risk post angioplasty.21 This study aims to contribute to the body of knowledge by exploring 
Iranian patients’ lived experiences after angioplasty. The results of this study help optimise the 
patients’ journey through evidence based care, and can serve to inform risk management 




Using qualitative methodology, semi-structured individual face to face interviews were carried 
out to help the researcher gain insight into life experiences of patients post angioplasty.  
Ethics approval was obtained for the study. Eligible participants were identified through medical 
records of Shahid Madani Hospital in Tabriz and Shahid Chamran Hospital in Isfahan, two 
metropolitan cities in Iran. The researchers contacted the eligible participants via telephone to 
seek their interest to participate in the study. The study objectives were explained to potential 
participants and they were made aware of the need for audio recording of the interviews. 
Participants were assured of the confidentiality of provided information and that they could 
withdraw from the study at any time with no penalty. Participants who gave informed written 
consent to the study, had age above 20 years, were able to communicate in Persian and/or Azeri 
languages, and had undergone angioplasty at least one month prior to the interview were 
recruited. Potential participants with cognitive impairments and several comorbidities were 
excluded from the study. Overall 17 potential participants were invited of which two patients 
rejected the study.  
Interviews were carried out with 15 participants, of whom four participants were 
interviewed twice to provide more in-depth data and elaborate on the issues raised in the 
previous interview. This boosted up the total number of the interviews to 19 interviews. The 
main demographics of the study participants are presented in Table 1. Date and venue for the 
interviews were agreed upon by the participants.  
Table 1. Demographic characteristics of the study participants 
female (4), male (11) Gender 
6 
 
Mean 55.8 ± 9.28 years, range 37–70 years Age 
Married (12), widowed (1), divorced (1) Marital Status 
Employed (4), housewives (3), retired (5), self-
employed (3) 
Job 
Primary school ( 2), high school ( 3), diploma( 
4), university degree (6) 
Education 
Mean 3.27 ± 2.9 years, range 3months -10 years Time since angioplasty  
Angioplasty with stent placement (10), 
Angioplasty without stent placement (5) 
Type of angioplasty  
 
Data were collected using open interviews and participants were encouraged to provide 
in-depth information on their experiences and feelings after angioplasty. The interviews were 
guided by an interview guide and probing questions used depending on the participants’ 
responses (Table 2). The interviews were lasted between 40 to 90 minutes and all audio-taped 
with previous permission from the participants. At the conclusion of each interview, the 
researcher summarised the information to the study participants to determine their accuracy and 
completeness. 
Table 2. Interview guide 
  Interview guide 
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• Tell me about your life after angioplasty?  
• How has your life changed after angioplasty? 
• What are some positive and negative aspects of living after 
angioplasty? 
•  Have you ever faced any problems or limitations due to your 
illness since you have had angioplasty? 
 
The interviews were transcribed verbatim and data analysis was carried out 
simultaneously with data collection in order to identify the initial themes and follow up on the 
issues raised in previous interviews.22 Data saturation was achieved at interview 13, but the 
researchers continued on data collection by conducting two more interviews to ensure data 
saturation. Data were analysed using content analysis, which allowed making subjective 
interpretations of the content of the interview data. The adoption of a systematic classification 
process enabled the emergence of both implicit and explicit study themes.23 The researchers first 
read out the transcripts several times to gain in-depth insight into the data. Data were then 
converted into meaning units- a piece of the text of any length that conveys one meaning- and 
codes were extracted. The meaning unites were compared for similarities and differences, 
leading to the development of categories, from which broad study themes and sub-themes were 
conceptualised.22,24 Preliminary findings of the study were shared and discussed with academics 




The analysis of data on patients’ experience after angioplasty revealed the following three 
themes and six sub-themes: The first theme, angioplasty: a milestone in the patient’s life, 
consisted of two sub-themes of 'symptom free- disease free' and 'redefining the life'; the second 
theme, living with a mended heart, consisted of two sub-themes of 'a sense of significant loss' 
and 'feeling of vulnerability'; and the third theme ‘psychological distress as an integral part of the 
patient’s life’ included two sub-themes of ‘persistent anxiety’ and ‘giving up’.  
 
1. Angioplasty: a milestone in the patient’s life  
This was one of the core themes that represented patients’ feeling of a positive shift in life after 
angioplasty. Patients perceived the recent heart event and subsequent angioplasty as a milestone 
in their life, providing them with a second chance to reconsider some of the choices they had 
made and an opportunity to redefine some life goals. The related subthemes of ‘symptom free 
disease free ‘and ‘redefining the life ‘are explained accordingly:  
1.1. Symptom free- disease free 
Patients expressed their deep contentment to the advances in medical science, specifically 
angioplasty, enabling the treatment of life-threatening diseases, such as CHD.  
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"I feel that I am a lucky patient, my problem was resolved by angioplasty, whereas many patients of my age had to have open heart surgery done…It was lifesaving forme…People who have had this problem, many have died from heart diseases, but angioplasty saves lives, this is priceless. A 67- year-old male participant (p14) 
Patients defined their experiences after angioplasty as ‘a rebirth’, expressed the gratitude for 
being given a new chance in life. The feeling ranged from remission of symptoms to feeling of 
complete cure. Generally, participants shared a view that being free of angina symptoms, mainly 
chest pain and shortness of breath meant they heart condition was resolved.   
"I perceive myself as being free from any illness now". A54-year-old male patient (p11) 
While, patients who continued to experience some degree of chest pain and shortness of breath 
after angioplasty, had a perception that angioplasty could be considered as a treatment modality, 
providing the patients with relative recovery. Generally, patients seemed to have little awareness 
about their heart condition and the extent to which angioplasty could benefit heart disease.  
1.2. Redefining the life 
Patients perceived angioplasty as a ‘lifesaver’, providing them with a second chance to live. 
Participants mentioned that they had taken their life for granted and reported a greater 
appreciation of the life after having heart event and undergoing an angioplasty. Living after 
angioplasty was viewed as a unique experience, affecting many aspects of the patients’ life. 
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Patients had found an opportunity to take a new look to their life; begin to find new meanings in 
the life, and revise their personal goals in order to live a more meaningful life.  
"I started appreciating my life more after angioplasty. I told myself that I should have goals in my life, as I have been given a second chance." A 51- year-old male patient (p15) 
The cardiac event and subsequent angioplasty became a milestone in some patients’ life, raising 
their consciousness on risk behaviours and triggering the need for lifestyle changes. Some 
patients became actively involved in risk reduction behaviours and shifted to a more healthy way 
of living. 
 "I told myself that I must plan for a healthy life now that I am given a new chance … I must commit to them (plans)." A 54- year-old female patient (p3) 
This was particularly evident in patients who regret their lifestyle in the past. They began to seek 
ways to avoid the factors of aggravation and reduce the recurrence of cardiac events in the 
future. Some patients reported having started revising their eating behaviours, quitting smoking, 
increasing physical activities, and avoiding stressful situations.   
"When I underwent angioplasty for the second time I came to realize how stupid I was, smoking, no exercise, eating fatty food…". A 51- year-old male patient (p15)  
Patients who expressed a higher perception of risk from heart disease, they also seemed to be 
more motivated, have plan, or have already being involved in risk factor modification. 
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2. Living with a mended heart  
While many patients reported being relieved from angina symptoms after angioplasty, a sense of 
significant loss, vulnerability, and living in doubt and uncertainty were evident in participants’ 
discussions. The negative experiences were perceived to adversely impact the physical, 
physiological, and social well-being of the patients and their day to day functioning. These 
subthemes are elaborated on below.  
2.1. A sense of significant loss 
Regardless of age and sex, many participants expressed suffering from ongoing fatigue and 
constant lack of energy. Patients perceived a significant loss in both physical and emotional well-
being after the cardiac event. The feeling of persistent fatigue and tiredness was believed 
affected the participants’ daily functioning, subjective wellbeing, and self-esteem. 
"I don’t have that vigour anymore… things that I used to do before, I can't do them anymore." A 48- year-old patient (p4)  
"Well somehow I feel tired. I am not in the mood I used to be." A60- year-old female patient (p2) 
"I work in construction; I used to go to work from morning till 5 to 6 in the afternoon, but not anymore… I am not the same person; neither my physical condition nor the fatigue let me anymore." A 54- year-old male patient (p11)  
In addition, the participants brought up issues around sexual dysfunctioning. This was 
particularly of concern for relatively younger patients, they were mainly attributed the reduction 
in sex drive to medications that they were taking for heart condition.  
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2.2. Feeling of vulnerability  
Feeling of vulnerability was a strong sub theme emerged from the interview data. Patients used 
terms that captured their emotional turmoil and disturbed body image. Terms such as, ‘not the 
same person’, ‘tinkered heart’, and ‘a broken china dish’ were frequently used by the 
participants. The feelings of vulnerability and fragility are evident in the following excerpts.  
“Well, I’m not the same person anymore… in the past people would repair their broken china dishes, but didn’t use them as they would break easily. They would look after it… I'm just like it (a broken china dish)”. A 70- year-old male patient (p6) 
The feeling of susceptibility vulnerability resulted in some patients overreacting to their 
condition and becoming obsessed about their health. The patients reported being constantly 
conscious about their health and obsessively caring for themselves. The excessive psychological 
response to the disease and the burden of self-over- protection seemed to have adverse effects on 
the patients’ psycho-social well-being and functioning.      
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“Many things happen around, but I do not get involved. I stay at home… I fear something might happen to me again.” A 67- year-old male patient (p12) 
“I’m always conscious about my heart... When I do a bit physically demanding job, I remind myself of my condition. ..I am very cautious not to exceed the limits. In fact, it has made me to take more care of myself. I always have it in my sub-conscious.” A 68- year-old male (p8) 
3. Psychological distress as an integral part of the patient’s life 
Participants also discussed about living in ongoing anxiety and worry about the future. In some 
circumstances, they have to give up their normal activities. Participants perceived themselves as 
being embraced by death. These subthemes are elaborate on further below.  
3.1. Persistent anxiety 
Despite the feeling of relief and rescued after angioplasty, patients were commonly suffering 
from feelings of persistent anxiety and unending concern and uncertainty. Patients were anxious 
about the recurrence of a cardiac event and/or sudden death that could happen anytime. They 
shared experiences of living in fear and uncertainty, which had impacted their perceived 
psychological well-being. These feelings became particularly aggravated if they were alone, on a 
trip, or participated in a physical activity.  
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I am afraid of exercise that might bring about an event (heart attack)… always concerned... always think if I do a physical activity, I should be waiting for a disaster.” a 70 year-old male patient (p6).  
3.2. Giving up 
The previous experience of heart attack and fear from future events had adversely affected 
patients’ lifestyle and their everyday functioning. The fear of uncertainty had significantly 
limited the patients’ social activities and negatively affected their quality of life. This was 
particularly evident among older patients. 
Well, I am not thinking about getting back to work anymore, I don’t wanna take on serious responsibilities. I feel like something gonna happen…  This makes me not to do much.” a 67 year-old male patient (p12). 
In addition, the diagnosis of CHD and the subsequent invasive treatments including angioplasty, 
it seemed, had awakened the consciousness of death in the patients.    
“I feel like, that’s it I am done (laughter)” a 54-year-old female patient (p3).  
“In the past, I would never think about having a premature death, but now I am getting to realise it is possible.” a 48-year-old male patient (p4). 
Some patients believed in having a premature death, and that it was an undeniable fact; yet, they 
raised more concerns about how their death would affect their loved ones. While elderly patients 
expressed more concerns about their death having devastating emotional effects on their 
children, relatively younger patients were more apprehended about the possible impact of their 
death on the future life of their dependent children.  
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 “I’m always concerned... I might not live a normal life span…have two little girls (cry &silence…)…I doubt if I will live enough to raise them.” a 49 year-old male patient (p5). 
Discussion  
Understanding patients’ viewpoints and experiences gains increasingly greater recognition, as 
the new models of care move towards patient-concerted care. This is particularly important in the 
management of chronic diseases, including CHD; where the success of the provided care is 
extremely dependent upon the patient’s collaboration with health care professionals and 
adherence to recommended treatment regimen.25 While a valuable procedure, angioplasty offers 
limited benefits to patients with established CHD and it does not a cure for atherosclerosis which 
is the underlying cause of CHD, thus, it is important that patients who undergo angioplasty 
develop realistic expectations and coherent understanding of the procedure.26-28 Overall, there is 
limited evidence on the experiences of patients post angioplasty. This is the first study of its type 
in Iran, which reports on Iranian patients’ lived experiences after angioplasty.  
In this study, patients reported going through a range of positive and negative experiences after 
angioplasty. Relief from cardiac symptoms was perceived as a positive outcome, which was 
highly appreciated by the patients. Most patients perceived angioplasty as lifesaving, giving them 
a positive feeling of rebirth and an opportunity to redefine life goals and live a more meaningful 
life. Patients had gained knowledge about CHD and the associated risk factors through 
interacting with health care professionals and other patients while waiting for angioplasty. This 
had raised the patients’ awareness of their personal risk factors, and the availability of risk 
reduction programs. An increased motivation for secondary prevention has been widely reported 
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by survivors of potentially life-threatening events.29,30 Likewise, Bergman et al. (2003) found 
that patients after myocardial infarction had become motivated to find strategies to help them 
live healthier, and reported behaviour changes such as, quitting smoking, improving diet and 
stressors.31 The awareness of the need for change is a key element in behaviour change models 
and should be seen by the health care providers as a window opportunity to induce and support 
patient behaviour change.32 While a wake-up call for some patients, angioplasty, otherwise, was 
conceived as a complete cure by the participants. This was particularly evident among patients 
whose symptoms were fully resolved after the procedure. This finding is consistent with the 
results of Austin et al. study (2009) which reported that patients experienced substantial 
emotional shock after angioplasty, because of a mismatch between their expectations and the 
reality. The patients expected that angioplasty would cure their heart disease and were not ready 
to admit their disease to be a chronic condition.26 This brings an important implication for health 
care professionals to accurately converse with the patients about the capacity of the procedure to 
benefit their heart disease and discuss with the patients about their personal risk. Although 
understanding of risk cannot always lead to positive behaviour change, accurate perception of 
one’s personal risk helps motivate the patient  to initiate positive lifestyle changes in order to 
reduce  future cardiac events.20,33 In this study, many patients mentioned experiencing negative 
psychological momentum after coronary angioplasty, including feeling of loss, a sense of 
vulnerability, persistent anxiety, living in an ongoing uncertainty and becoming more conscious 
about death. Patients reported feelings of a significant physical and psychological loss, which 
had adversely affected their overall wellbeing and confidence to become engaged in risk 
reducing behaviours, such as participating in physical activities. The relationship between mood 
and participation in risk reduction programs have been well documented in the literature.8,25 The 
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persistent feelings of uncertainty, a sense of vulnerability, and lost autonomy also had adverse 
effects on the patients’ day to day life, negatively affecting their physical, social, role, and 
emotional functionings. These negative experiences support the increased level of depression 
reported in patients 6-8 months post angioplasty. In addition, whilst past research shows overall 
improvements in patients’ health related quality of life after coronary angioplasty, the benefits 
have been mainly attributed to improved physical functioning and alleviation of cardiac 
symptoms.34,35 The extent to which angioplasty affects various aspects of patients’ life needs to 
be further investigated, particularly in different socio-cultural contexts. These information can 
inform development of strategies that help promote overall health and wellbeing of patients after 
angioplasty.13 There is little data from Iran, with a particular study reporting reduced quality of 
life in Iranian patients after angioplasty, a finding that contradicts the broader literature.36  
It is, however, noted that coronary angioplasty typically follows a cardiac event. It is, therefore, 
difficult to attribute these patient experiences to angioplasty only; rather they should be 
understood as a combined impact of CHD diagnosis, symptoms, and medical interventions, such 
as angioplasty.25,37,38 The adverse patient experiences, found in this study, provide further 
support for the need for psychological assessment of patients with cardiac disease. Although 
mental health has been increasingly integrated into many cardiac rehabilitation programs,25 the 
available data from Iran demonstrate that patients after angioplasty are not often referred to a 
cardiac rehabilitation program.39 Thus, many patients are likely miss the opportunity to discuss 
their psychosocial disturbances with the health professionals, or participate in exercise training, 
that has proven benefits to patients with cardiac disease. Cardiologists, general practitioners, and 
cardiac nurses need to be conscious about the psychosocial impact of CHD and the associated 
treatments on patients and work collaboratively to identify and manage these adverse patient 
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outcomes. The negative psychological distress has been linked to patients’ lack of adherence to 
medication regimen and involvement in risk reduction activities.25 Ongoing monitoring and 
screening of patients for psychological distress and offering supportive interventions such as 
counselling and treatment may help the patients to effectively cope with various aspects of their 
disease, develop more realistic goals for their life and take actions to reduce their future risk.25,40  
This study focused only on patients’ experiences after coronary angioplasty, future research is 
recommended to study patients’ reaction to angioplasty when it is used for blood vessels other 
than coronary arteries.   
Conclusion 
Patients in this study experienced both positive and negative changes after angioplasty. While 
appreciating angioplasty as a lifesaving procedure and a wake-up call for adopting a healthier 
lifestyle, many patients reported suffering from emotional and psychological distress. It is 
important that health professions be aware of the impact of cardiac disease and the associated 
interventions on patients’ everyday life and help the patients to effectively cope with their 
disease. Further, patient motivation for behaviour change after angioplasty should be seen as a 






1. Ebrahimi M, Kazemi-Bajestani S, Ghayour-Mobarhan M, Ferns G. Coronary Artery Disease and 
Its Risk Factors Status in Iran: A Review. Iran Red Crescent Med J. 2011;13(9):610-623. 
2. Lin G, Dudley R, Redberg RF. Why physicians favor use of percutaneous coronary intervention to 
medical therapy: a focus group study. Journal of General Internal Medicine. 2008;23(9):1458-
1463. 
3. Lauck S, Johnson JL, Ratner PA. Self-care behaviour and factors associated with patient 
outcomes following same-day discharge percutaneous coronary intervention. European Journal 
of Cardiovascular Nursing. 2009;8(3):190-199. 
4. Talebizadeh N, Haghdoost A-A, Mirzazadeh A. Epidemiologic model of ischemic heart disease in 
iran. Payesh. 2009;8(2):163-170. 
5. Alidoosti M SM, Hajizeinali A, Kassaian SE, Kasemisaleh D, Goodarzynejad H. Outcomes of 
primary percutaneous coronary intervention in acute myocardial infarction at Tehran Heart 
Center. Medical Principles and Practice 2007;16(5):333-338. 
6. Kastrati A, Mehilli J, von Beckerath N, et al. Sirolimus-eluting stent or paclitaxel-eluting stent vs 
balloon angioplasty for prevention of recurrences in patients with coronary in-stent restenosis. 
The Journal of the American Medical Association. 2005;293(2):165-171. 
7. Stettler C, Allemann S, Egger M, Windecker S, Meier B, Diem P. Efficacy of drug eluting stents in 
patients with and without diabetes mellitus: indirect comparison of controlled trials. Heart. 
2006;92(5):650-657. 
8. Firdaus M, Asbury JM, Reynolds D, W. New paradigm of cardiovascular risk factor modification. 
Journal of Vascular Health and Risk Management. 2005;1(2):101–109. 
9. Levine GN, Bates ER, Blankenship JC, et al. 2011 ACCF/AHA/SCAI Guideline for Percutaneous 
Coronary Intervention: A Report of the American College of Cardiology Foundation/American 
20 
 
Heart Association Task Force on Practice Guidelines and the Society for Cardiovascular 
Angiography and Interventions. Circulation. December 6, 2011 2011;124(23):e574-e651. 
10. Peterson JC, Allegrante JP, Pirraglia PA, et al. Living with heart disease after angioplasty: a 
qualitative study of patients who have been successful or unsuccessful in multiple behavior 
change. Heart & Lung: The Journal of Acute and Critical Care. 2010;39(2):105-115. 
11. Trotter R, Gallagher R, Donoghue J. Anxiety in patients undergoing percutaneous coronary 
interventions. Heart & Lung: The Journal of Acute and Critical Care. 5// 2011;40(3):185-192. 
12. Whitehead DL, Strike P, Perkins-Porras L, Steptoe A. Frequency of distress and fear of dying 
during acute coronary syndromes and consequences for adaptation. The American journal of 
cardiology. Dec 1 2005;96(11):1512-1516. 
13. Astin F, Jones K, Thompson DR. Prevalence and patterns of anxiety and depression in patients 
undergoing elective percutaneous transluminal coronary angioplasty. Heart & Lung: The Journal 
of Acute and Critical Care. 2005;34(6):393-401. 
14. Alsen P, Brink E, Persson LO, Brandstrom Y, Karlson BW. Illness perceptions after myocardial 
infarction: relations to fatigue, emotional distress, and health-related quality of life. Journal of 
Cardiovasc Nursing. Mar-Apr 2010;25(2):E1-E10. 
15. Astin F, Jones K. Changes in patients’ illness representations before and after elective 
percutaneous transluminal coronary angioplasty. Heart & Lung: The Journal of Acute and Critical 
Care. 9// 2006;35(5):293-300. 
16. Reul RM. Will drug-eluting stents replace coronary artery bypass surgery? Texas Heart Institute 
Journal. 2005;32(3):323. 
17. Charlson ME, Allegrante JP, McKinley PS, et al. Improving health behaviors and outcomes after 




18. Astin F, Closs SJ, McLenachan J, Hunter S, Priestley C. The information needs of patients treated 
with primary angioplasty for heart attack: An exploratory study. Patient Education and 
Counseling. 11// 2008;73(2):325-332. 
19. Australian Institute of Health and Welfare. Cardiovascular disease: Australian facts 2011. 
Canberra2011. 
20. Gholizadeh L, Salamonson Y, DiGiacomo M, Davidson PM. Awareness and causal attributions of 
risk factors for heart disease among immigrant women living in Australia. Journal of Women's 
Health. 2009;18(9):1385-1393. 
21. Rossi LP. Recovery from a Coronary Event: Understanding the Nature of the Patient's Journey, 
Boston University; 2010. 
22. Rossman GB, Rallis SF. Learning in the field: An introduction to qualitative research. 2nd ed. 
Thousand Oaks, CA: SAGE Publications 2003. 
23. Hsieh H-F, Shannon SE. Three approaches to qualitative content analysis. Qualitative Health 
Research. 2005;15(9):1277-1288. 
24. Maxwell JA. Qualitative research design: An interactive approach. 2nd ed. Thousand Oaks, CA: 
SAGE Publications 1996. 
25. Lichtman JH, Bigger JJ, Blumenthal JA, et al. Depression and coronary heart disease: 
Recommendations for screening, referral, and treatment - A science advisory from the American 
Heart Association Prevention Committee of the Council on Cardiovascular Nursing, Council on 
Clinical Cardiology, Council on Epidemiology and Prevention, and Interdisciplinary Council on 
Quality of Care and Outcomes Research. Circulation. 2008;118(17):1768-1775. 
26. Astin F, Closs SJ, McLenachan J, Hunter S, Priestley C. Primary angioplasty for heart attack: 
mismatch between expectations and reality? Journal of advanced nursing. 2009;65(1):72-83. 
22 
 
27. Janssen V, Gucht VD, Dusseldorp E, Maes S. Lifestyle modification programmes for patients with 
coronary heart disease: a systematic review and meta-analysis of randomized controlled trials. 
European Journal of Preventive Cardiology. August 1, 2013 2013;20(4):620-640. 
28. Goel K, Lennon RJ, Tilbury RT, Squires RW, Thomas RJ. Impact of Cardiac Rehabilitation on 
Mortality and Cardiovascular Events After Percutaneous Coronary Intervention in the 
Community. Circulation. May 31, 2011 2011;123(21):2344-2352. 
29. Johansson A, Dahlberg K, Ekebergh M. Living with experiences following a myocardial infarction. 
European Journal of Cardiovascular Nursing. 2003;2(3):229-236. 
30. Norekvål TM, Moons P, Hanestad BR, Nordrehaug JE, Wentzel-Larsen T, Fridlund B. The other 
side of the coin: Perceived positive effects of illness in women following acute myocardial 
infarction. European Journal of Cardiovascular Nursing. 2008;7(1):80-87. 
31. Bergman E, Berterö C. ‘Grasp life again’. A qualitative study of the motive power in myocardial 
infarction patients. European Journal of Cardiovascular Nursing. 2003;2(4):303-310. 
32. Spring B, Ockene JK, Gidding SS, et al. Better Population Health Through Behavior Change in 
Adults: A Call to Action. Circulation. November 5, 2013 2013;128(19):2169-2176. 
33. Gholizadeh L, Salamonson Y, Heydari M, Davidson PM. Cardiac patients’ causal attributions for 
coronary heart disease. International Journal of Research in Nursing. 2013;4(1):22-28. 
34. Pocock SJ, Henderson RA, Clayton T, Lyman GH, Chamberlain DA. Quality of life after coronary 
angioplasty or continued medical treatment for angina: three-year follow-up in the RITA-2 trial‡. 
Journal of the American College of Cardiology. 2000;35(4):907-914. 
35. Rinfret S, Grines CL, Cosgrove RS, et al. Quality of life after balloon angioplasty or stenting for 
acute myocardial infarctionOne-year results from the Stent-PAMI trial. Journal of the American 
College of Cardiology. 2001;38(6):1614-1621. 
23 
 
36. Bahramnezhad F. Comparative study on quality of life in patients after percutaneous 
transluminal coronary angioplasty and coronary artery bypass graft surgery. Iranian Journal of 
Cardiovascular Nursing. 2012;1(2). 
37. Jensen BO, Petersson K. The illness experiences of patients after a first time myocardial 
infarction. Patient education and counseling. 2003;51(2):123-131. 
38. Moeini M, Naseri N, Zargham-Boroujeni A. Lived experiences of women with ischemic heart 
disease. Iranian Journal of Nursing and Midwifery Research. 2012;17(2):S137–S142. 
39. Ghalamghash R, Keyhani MR, Gousheh B, Bazr Afshan AR, Barzegari M, Hoseini A. The 
importance of phase I cardiac rehabilitation and evaluation of its performance in Tehran city 
hospitals Journal of Medical Council of I.R.I. 2006;24(2):123-132. 
40. Colquhoun D, M., Bunker S, J., Clarke D, M., et al. Screening, referral and treatment for 
depression in patients with coronary heart disease. The Medical Journal of Australia. 
2013;198(9):1-7. 
 
 
